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ABSTRACT
Hyperlipidemia is a chronic, progressive disorder routinely encountered in primary care practice.
In the United States, coronary artery disease and cerebrovascular disease are the leading causes
of death. Hyperlipidemia is a modifiable risk factor for the development of coronary artery
disease, cerebrovascular disease, and peripheral artery disease. However, many individuals fail
to recognize the severity of the health consequences associated with hyperlipidemia. Most often,
hyperlipidemia is the direct result of unhealthy lifestyle behaviors. Comprehensive care falls
short in primary care settings, often due to non-compliance with necessary lifestyle behavior
changes. Primary care patients' lack of knowledge and awareness signals a critical need to
improve patient education and self-efficacy. The purpose of this Doctor of Nursing Practice
(DNP) Scholarly Project was to assess the impact of individualized patient education on self-
efficacy, which impacts one’s ability to embrace sustainable lifestyle behavior changes. The
level of adherence to lifestyle modifications, particularly diet, has a direct impact on lipoprotein
levels. Individualized patient education based on individual atherosclerotic cardiovascular
disease (ASCVD) risk scores combined with enhanced clinical support improved the level of
self-efficacy, thereby increasing the ability of patients to embrace sustainable lifestyle behavior

changes.

Keywords: Hyperlipidemia, cholesterol, patient education, lifestyle modifications, self-

efficacy, coronary artery disease, atherosclerotic cardiovascular disease (ASCVD) risk
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Section One: Introduction

Hyperlipidemia, or abnormally elevated levels of serum cholesterol, is among the most
common chronic conditions diagnosed and treated in primary care. In the United States, an
estimated 86 million adults have been diagnosed with hyperlipidemia (Li et al., 2022). The
prevalence of hyperlipidemia can vary significantly based on sex, age, race, and socioeconomic
status (Li et al., 2022). In the United States, the incidence of hyperlipidemia has been intensified
by an ongoing obesity epidemic (Agarwala et al., 2022). Approximately 60—-70% of obese
individuals and 50-60% of overweight individuals have been diagnosed with hyperlipidemia
(Agarwala et al., 2022). The Commonwealth of Virginia is among the states with the highest
prevalence and incidence of hyperlipidemia (Centers for Disease Control and Prevention (CDC),
2023). Hyperlipidemia does not exhibit any clinical symptoms; however, the underlying
pathophysiology places patients at a substantially increased risk of life-threatening
cardiovascular diseases. Unawareness of the clinical significance of atherosclerotic vascular
disease associated with hyperlipidemia is a clinical problem within the primary care setting. Left
untreated, hyperlipidemia results in severe cardiovascular disease, including sudden death (CDC,
2023). Comprehensive care falls short in the primary care setting, often due to non-compliance
with necessary lifestyle behavior changes. In the United States, one-third of all deaths are
attributed to heart disease and stroke, costing an estimated $216 billion per year (Blinnikova et
al., 2024). Hyperlipidemia is believed to be the underlying cause of 2% of all disability-adjusted
life years and 4.5% of total deaths (Abbasi et al., 2024).

Background
The main functional plasma lipoproteins are total cholesterol (TC), triglyceride (TG),

low-density lipoprotein (LDL), and high-density lipoprotein (HDL). TC is primarily produced in
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the liver, with a small percentage derived from the diet. TC aids in the synthesis of cell

membranes and the production of vitamin D, steroid hormones, and bile acids (Berberich &
Hegele, 2022). TG transports fat in the bloodstream and produces energy for muscle and adipose
tissue (Berberich & Hegele, 2022). TG is primarily derived from the diet, with a small
percentage produced in the liver. LDL, also known as the “bad cholesterol,” transports TC and
TG from the liver to peripheral tissues (Das & Ingole, 2023). HDL, also known as “good
cholesterol,” binds to excess cholesterol in the bloodstream and transports it back to the liver to
be excreted in bile (Das & Ingole, 2023). HDL is primarily produced in the liver and intestines.
Pathophysiology

High levels of LDL cause excess TC and TG to form fatty deposits, which accumulate as
plaque on the walls of blood vessels. The associated plaque buildup then causes the lumen of
blood vessels to narrow, a process referred to as atherosclerosis. Atherosclerosis remarkably
increases the risk for carotid artery disease, coronary artery disease, cerebrovascular disease, and
peripheral artery disease (Das & Ingole, 2023). Atherosclerotic blood vessels are also thinner,
increasing the risk of spontaneous rupture. Unlike the other lipoproteins, an elevated HDL level
is believed to offer protection against atherosclerosis. A low HDL level is believed to be a risk
factor for the development of atherosclerosis. However, recent research shows this relationship is
less influential than was initially believed (Berberich & Hegele, 2022). Research has also
generated awareness of apolipoproteins, which cause LDL particles to become “stickier” and
accumulate more readily within blood vessel walls (Das & Ingole, 2023).
Screening and ASCVD Risk Estimation

It has been well-established that elevated levels of LDL (greater than 160 mg/dl), TC

(greater than 240 mg/dl), and TG (greater than 200 mg/dl) are modifiable risk factors for the
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development of atherosclerotic cardiovascular disease (ASCVD) (Li et al., 2022). The analysis

of lipoprotein levels via serum sampling is recommended for adults aged 20 years of age and
older (Ballard-Hernandez & Sall, 2023). The American College of Cardiology and the American
Heart Association’s (ACC/AHA) (2018) guidelines do not call for a fasting lipid profile, but
research indicates that a fasting lipid profile to evaluate LDL cholesterol levels is preferential
(Zaid et al., 2024). In high-risk individuals, the laboratory analysis of lipoproteins should also
include measurement of apolipoproteins.

The primary prevention of ASCVD events is based on the overall ASCVD risk for each
patient (AHA, 2018). Healthcare providers can utilize a risk estimator tool developed by the
ACC/AHA to assess the 10-year risk of ASCVD in individual patients (Appendix I). The tool is
based on pooled cohort equations to aid in the identification of patients at high risk for ASCVD
events (Lloyd-Jones et al., 2018). It is important to note that the ASCVD risk assessment does
not consider risk-enhancing factors such as socio-economic status, family history, chronic
inflammatory disease, kidney disease, and metabolic disease (Lloyd-Jones et al., 2018).
Individuals with an ASCVD risk score of <5% are categorized as having a low risk; those with a
risk score between 5-7.5% are at borderline risk; those with a risk score between 7.5-20% are at
intermediate risk; and those with a risk score >20% are at high risk. ASCVD risk reduction is
dependent upon patient knowledge, self-efficacy, and compliance with prescribed treatment.
Treatment Guidelines

Hyperlipidemia has two key causative factors: it is caused by either genetics or unhealthy
lifestyle habits. Apolipoprotein levels are impacted primarily by genetic factors, not diet. In
younger patients, it is often related to a combination of these two factors. Lifestyle modifications

have been shown to improve health outcomes, enhance patient well-being, and reduce associated
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healthcare costs (Blinnikova et al., 2024). Lifestyle modifications including physical activity,

healthy diet, smoking cessation, and alcohol avoidance, are the evidence-based first-line
treatments for the clinical management of hyperlipidemia. Effective and sustainable lifestyle
modifications are dependent upon sustained engagement in self-care behaviors, which in turn are
dependent upon personal levels of self-efficacy (Blinnikova et al., 2024). Low levels of self-
efficacy have been associated with decreased patient compliance with lifestyle modifications,
which contributes directly to poor health outcomes (Blinnikova et al., 2024). Enhanced clinical
support from healthcare providers also has the potential to improve levels of self-efficacy
through positive behavioral reinforcement.

Diet quality has a direct impact on hyperlipidemia, with more than half of all
cardiovascular deaths being the direct result of unhealthy dietary behaviors (Blinnikova et al.,
2024). Updated evidence-based cholesterol guidelines favor dietary patterns that promote the
consumption of produce, whole grains, and minimally processed foods (Blinnikova et al., 2024).
For example, there is substantial evidence supporting the health benefits of the Mediterranean
diet, particularly among individuals with cardiovascular disease (Campbell et al., 2019).
Elevated LDL levels have a direct correlation with the development of atherosclerosis. Limiting
dietary consumption of saturated fats, trans fats, and cholesterol has been shown to decrease
overall LDL levels by 5-10% (Agarwala et al., 2022). The amount of dietary carbohydrates
consumed has been shown to directly influence TG levels (Agarwala et al., 2022). Guidelines
also recommend patients strictly monitor the consumption of simple carbohydrates, sugars,
refined grains, and alcohol (Agarwala et al., 2022). Increasing dietary consumption of foods
containing omega-3 fatty acids aids in increasing serum HDL levels (Das & Ingole, 2023).

Previous guidelines emphasized educating patients to increase HDL levels, as it was initially
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believed low HDL levels contributed to excess serum TC (Berberich & Hegele, 2022). Reducing

or abstaining from alcohol consumption has been shown to decrease TG levels by an estimated
10% (Agarwala et al., 2022). One ounce of alcohol consumption has been shown to raise TG
levels by 5-10% (Agarwala et al., 2022). Weight loss (5-10% of body weight) is strongly
encouraged for those who are overweight, which has been associated with an estimated 20%
decrease in TG levels and a 3-5% decrease in LDL levels (Agarwala et al., 2022). Current
guidelines also recommend moderate-intensity physical activity (at least 150 minutes per week)
or vigorous-intensity physical activity (at least 75 minutes per week; Arnett et al., 2019).
Increased physical activity has been associated with an estimated 30% decrease in TG levels and
a 3-6% decrease in LDL (Agarwala et al., 2022). The current guidelines also recommend that
patients who use tobacco products quit (Arnett et al., 2019). Aspirin has been proven to be
ineffective in ASCVD risk reduction (Arnett et al., 2019). Patients with hyperlipidemia should
maintain a blood pressure of less than 130/80 (Arnett et al., 2023).

There is a clear and proven benefit to statin therapy for most hyperlipidemia patients, yet
slightly more than half of eligible patients are currently taking a prescribed statin medication
(Bordoni & Hill, 2023). Statin therapy is recommended as a first-line treatment in patients found
to have an increased ASCVD risk (Arnett et al., 2023). Initiation of moderate- to high-intensity
statin therapy is recommended for individuals with an estimated ASCVD risk of 7.5% or higher
(Lloyd-Jones et al., 2018). However, research shows that many patients opt for lifestyle
modifications over statin therapy.

Problem Statement
The effectiveness of increasing levels of self-efficacy to aid in initiating and maintaining

lifestyle behavior changes has been well-established. Lifestyle modifications have been
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identified as first-line treatment in ASCVD risk reduction (Kang et al., 2021). The challenge for

many patients remains the capability to sustain the necessary behavior changes (Ballard-
Hernandez & Sall, 2023). Providing education and enhanced clinical support for the necessary
behavior changes should be a top priority among primary care providers. The most significant
factors impacting sustainability are the awareness of associated ASCVD risk, self-efficacy, and a
strong aversion to pharmacotherapy (Rodriguez et al., 2022). Despite the widespread availability
and recent advancements in lipid-lowering pharmacologic agents, ASCVD remains the leading
cause of death worldwide (Di Fusco et al., 2023). Healthcare providers must ensure all patients
understand the potential health risks, treatment options, current evidence-based guidelines, and
associated risks of noncompliance (Bordoni & Hill, 2023).
Purpose of the Project

The purpose of this evidence-based quality improvement project was to provide patient
education and enhanced clinical support to increase self-efficacy. Research highlights the critical
role primary care providers play in promoting self-efficacy. Low engagement and
noncompliance with evidence-based guidelines significantly increase ASCVD risk and
associated health consequences (Rodriguez et al., 2022). Individuals must be encouraged to
mitigate the cumulative health risks of hyperlipidemia by taking an active role in their health and
well-being through the adaptation of a healthy lifestyle. Increasing patient adherence to
evidence-based dietary guidelines by 20% has the potential to save 31.5 billion in annual
healthcare costs (Rodriguez et al., 2022).
Clinical Question

In adult patients diagnosed with hyperlipidemia, does individualized patient education

based on ASCVD risk and enhanced clinical support improve self-efficacy related to the medical
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management of hyperlipidemia over 12 weeks compared to the current practice of non-

individualized patient education and limited clinical support?
Section Two: Literature Review

To enhance self-efficacy related to lifestyle modifications, one must first have an
understanding of what that entails. An in-depth literature review was conducted to gather,
analyze, critique, and summarize available research (Appendix A). The available literature was
then utilized to define the scope of the clinical problem and identify evidence-based solutions.
Hyperlipidemia is the most common modifiable cause of atherosclerosis. Coronary artery
disease, microvascular disease, cerebrovascular disease, and peripheral arterial disease are all
directly related to atherosclerosis. Given the high incidence of these disease processes in the
United States, ASCVD risk reduction should be a top priority for primary care providers. A
comprehensive, patient-centered approach to increasing self-efficacy and awareness of lifestyle
modifications is critical for effective ASCVD risk reduction. The literature review was also
utilized to establish supporting evidence for the quality improvement scholarly project. Ongoing
advancements in treatment guidelines necessitate enhanced patient education, particularly given
the strong aversion to statin therapy among primary care patients who are treated at the clinic.
Promoting self-efficacy is among the most efficient approaches to encouraging healthy lifestyle
behaviors.
Search Strategy

PubMed Central, PubMed Medical Subject Headings (MeSH), MedGen, CrossRef, Ovid
MEDLINE, Cochrane Library, ProQuest Central, and the Cumulative Index of Nursing and
Allied Health Literature (CINAHL) databases were all accessed through the Jerry Falwell

Library at Liberty University. Search keywords included “hyperlipidemia,” “updated
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29 ¢¢

hyperlipidemia treatment guidelines,” “self-efficacy,” “clinical support of patients with
hyperlipidemia,” “ASCVD risk assessment,” and “hyperlipidemia patient education”. Related

topic searches were also conducted when potentially relevant research was discovered. Applied

29 ¢ 99 ¢y

peer-reviewed,” “open access,” “journal article,

99 ¢

filters were “full text online, magazine
article,” “any type of discipline,” and “five years”. Inclusion criteria included full-text articles,
articles written in English, a high level of evidence, studies among adult patients, and studies
within the United States. Exclusion criteria included articles not written in English, studies
among pediatric patients, and a low level of evidence. Professional guidelines, randomized
controlled trials, cohort studies, observational studies, systematic reviews, and meta-analyses
were evaluated for their content related to the following topic areas: hyperlipidemia
pathophysiology, hyperlipidemia treatment guidelines, ASCVD risk assessment, self-efficacy,
lifestyle modifications (e.g., diet, exercise/physical activity, obesity, weight loss, hypertension,
tobacco use, and alcohol use), pharmacotherapy, and alternative treatments. Evidence-based
recommendations from the U.S. Preventive Services Task Force (USPSTF) were also evaluated.
Critical Appraisal

The Melnyk Framework, a pyramid-shaped model, was utilized to assess the hierarchy
and validity of evidence based on their placement within the pyramid (University of Michigan
Library, 2024). The research study designs analyzed during the literature review, in order of
strength, were meta-analyses, systematic reviews, randomized controlled trials, cohort
studies, case-control studies, and case series/case reports. The collected research was prioritized
for inclusion based on the strength of the research study design, which also ensured the validity

of the research. Research articles with the highest level of evidence provided the strongest

supporting evidence for the clinical question (University of Michigan Library, 2024). Meta-
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analyses and systematic reviews, the highest levels of evidence, were analyzed for background

information and utilized to provide supporting evidence for the scholarly project. Professional
guidelines were utilized to identify evidence-based recommendations for patient education.
Randomized control trials provided support for the cause and effect of hyperlipidemia and
lifestyle modifications. Observational and cohort studies provided awareness of existing
knowledge gaps that influence awareness and adherence to evidence-based treatment
recommendations. Studies that failed to establish a causal relationship between hyperlipidemia
and lifestyle modifications were excluded. Cross-sectional studies were excluded, as they merely
provided an observation of the phenomenon. The lowest level of evidence, expert opinion, was
selected for inclusion because it provided background information.
Synthesis

Hyperlipidemia, often referred to as the silent killer, leads to the buildup of plaque
formations within the walls of blood vessels, significantly raising the risk for ASCVD. Due to
the lack of clinical symptoms, patients are often unaware of the risk and severity of the health
complications associated with hyperlipidemia. Hyperlipidemia has been identified as a major
modifiable risk factor for ASCVD, which is the leading cause of death in the United States.
Genetics, excessive alcohol consumption, obesity, and a diet high in carbohydrates, fats, and
sugars have been proven to contribute to the development of hyperlipidemia. A causal
association has been established between elevated LDL and TG levels and ASCVD.
Evidence-Based Treatment Recommendations

Due to the increasing complexity of treatment options, clinical practice guidelines
recommend a patient-centered approach in the management of hyperlipidemia (Appendix J).

Available research does not provide a recommendation for targeted LDL or TG levels. Instead,



HYPERLIPIDEMIA EDUCATION

20
the assessment of ASCVD risk and lifestyle modifications are recommended. Adults between the

ages of 40 to 75 years of age should undergo a 10-year ASCVD risk estimation (Appendix I).
The patient’s 10-year ASCVD risk should be utilized as a guide for treatment recommendations.
Socioeconomic status plays a significant role in ASCVD risk, with a heightened risk linked to
lower socioeconomic status. Sociodemographic factors that impact ASCVD risk include age,
sex, and race/ethnicity. The ASCVD risk assessment can also aid in patient education by
illustrating the individualized risk of ASCVD. An extensive literature review revealed that
ASCVD risk reduction is focused on the management of self-efficacy.

Lifestyle modifications are recommended as first-line treatment unless a patient has a
heightened ASCVD risk (Reiter-Brennan et al., 2020). Multiple observational studies have
highlighted the benefits of lifestyle modifications in addressing modifiable risk factors (Reiter-
Brennan et al., 2020; Shin et al., 2020). Plant-based diets low in saturated and trans fats are
associated with a statistically significant lower ASCVD risk (Shin et al., 2020). A Southern
dietary pattern, such as that found within Virginia, significantly increases cardiovascular and
cerebrovascular disease risk. Most of the United States population fails to meet minimum
physical activity recommendations to reduce ASCVD risk.

For patients with an elevated ASCVD risk score, the U.S. Preventive Services Task Force
(USPSTF) recommends statins as primary therapy for adults aged 40 to 75 (Reiter-Brennan et
al., 2020). However, statin therapy has known side effects that contribute directly to patient
noncompliance. Many lipid-lowering drugs have been developed since the release of the 2018
ACC/AHA guidelines. A lack of understanding of pharmacologic options among patients and
healthcare providers has been identified as the primary factor contributing to hesitancy to initiate

pharmacotherapy. Statins, ezetimibe, PCSK9 monoclonal antibodies, bile acid sequestrants, and
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HMG-CoA reductase inhibitors have all been proven highly effective in impacting patient

outcomes. One observational study revealed that approximately 55% of eligible patients were not
receiving any type of pharmacotherapy.
Conceptual Framework

The lowa Model of Evidence-Based Practice (IM) was utilized to integrate evidence-
based recommendations into clinical practice (Appendix E). Approval to use the IM to guide the
development, implementation, and evaluation of the scholarly project was sought and granted
(Appendix D). The IM recommends the researcher first gather credible, high-quality research
evidence to inform a change in practice. Once the clinical problem was identified, a synthesis of
available research evidence was executed, and the evidence was critically appraised (Appendix
A). The next steps were to educate and engage shareholders to obtain buy-in and review baseline
data. Once the topic was declared a priority by the researcher, project chair, and key stakeholder,
the next step was the development of the clinical question, utilizing the PICO
(Patient/Problem/Population; Intervention; Comparison; Outcome) template: In adult patients
diagnosed with hyperlipidemia, does individualized patient education based on ASCVD risk
improve self-efficacy related to the medical management of hyperlipidemia over 12 weeks
compared to the current practice of non-individualized patient education? The IM was then
utilized to guide the selection, critique, appraisal, and synthesis of available research evidence
(Melnyk & Fineout-Overholt, 2019). It was then determined that there was enough high-quality
evidence to support a change in current practices. An appropriate intervention based on
evidence-based recommendations was then developed and key stakeholders were educated on
the evidence-based scholarly project to garner support (Appendix C). The next step was the

implementation of the scholarly project. The resultant data were carefully analyzed at the end of
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the 12 weeks to determine if the project intervention warranted full integration and sustainment.

Dissemination of the resultant findings were then utilized to generate knowledge, improve
practice standards, and enhance patient outcomes.
Theoretical Framework

Albert Bandura’s “Self-efficacy: Toward a Unifying Theory of Behavioral Change”
provides the conceptual context for understanding patient behavior. According to Bandura
(1977), «“...expectations of personal efficacy determine whether coping behavior will be
initiated, how much effort will be expended, and how long it will be sustained in the face of
obstacles and aversive experiences” (p.191). In essence, self-efficacy is based on one’s
confidence in the ability to achieve and sustain the behaviors necessary to generate anticipated
outcomes (Bandura, 1977). In this case, a high level of self-efficacy is essential for sustainable
changes in lifestyle behaviors. An individual’s level of self-efficacy is impacted by prior
experiences, social role models, feedback, and emotional, physical, and psychological well-being
(Bandura, 1977).

Modifiable risk factors for the development of hyperlipidemia are correlated with
unhealthy lifestyle behaviors, such as a diet high in trans and/or saturated fatty acids, smoking, a
sedentary lifestyle, and obesity (Abbasi et al., 2024). Bandura’s theoretical framework (1977)
relates to the scholarly project because human behavior plays a substantial role in the
sustainability of healthy lifestyle behaviors, which is the first-line recommended treatment in the
clinical management of hyperlipidemia. One’s beliefs about their abilities to produce the
necessary lifestyle changes have a profound effect on those abilities (Bandura, 1977). Raising
awareness of personal ASCVD risk, as well as the impact of lifestyle behaviors, can aid with

increasing levels of self-efficacy by enhancing personal motivation and engagement.



HYPERLIPIDEMIA EDUCATION

23
Summary

A correlation between the prevalence of hyperlipidemia and the incidence rate of
cardiovascular events has been firmly established. Addressing knowledge gaps can improve
adherence to treatment recommendations, increase self-efficacy, increase the value of shared
decision-making, and reduce the prevalence of serious ASCVD events. Evidence-based
guidelines highlight the critical role nutrition, physical activity, maintaining a healthy weight,
reducing blood pressure, avoiding alcohol consumption, and limiting tobacco exposure plays in
lowering lipid levels and ASCVD risk reduction (Ballard-Hernandez & Sall, 2023). Sustainable
changes to unhealthy lifestyle habits can be challenging for patients, as there are a multitude of
barriers that can impact lifestyle modifications. Enhancing self-efficacy is imperative to creating
meaningful and sustainable healthy lifestyle behaviors. When lifestyle modifications fail to lower
lipoprotein levels, statins remain the recommended first-line pharmacologic treatment. Statins
are also recommended for primary prevention in adults aged 40 to 75 years of age who have one
or more ASCVD risk factors and an estimated 10-year ASCVD risk of >10% (USPSTF, 2022).
Treatment regimens for statins are low-intensity, moderate-intensity, and high-intensity (Grundy
et al., 2018). However, available evidence indicates that for most individuals, moderate-intensity
statin therapy is most effective in the primary prevention of ASCVD (USPSTF, 2022). The
decision to initiate pharmacotherapy should be based on individual patient preference and
education of risk versus benefit.

Section Three: Methodology
"This project was undertaken as a Quality Improvement/Evidence-Based Practice Initiative at
the practicum/project site, and as such was not formally supervised by the Liberty University

Institutional Review Board.""
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This quality improvement project was undertaken at a rural healthcare clinic in central
Virginia. The clinic strives to promote shared decision-making and individualized treatment
recommendations. This patient-centered theology provided the foundation for the scholarly
project. Evidence-based recommendations and conceptual and theoretical frameworks were
utilized to guide the project design, develop the intervention, identify measurable outcomes,
guide data collection, evaluate project outcomes, and disseminate the findings. The target
population was chosen randomly based on inclusion criteria, as previously discussed. Ethical
considerations were identified and addressed before the implementation of the scholarly project
intervention.

Project Design

The IM was utilized to guide the development, implementation, and evaluation of the
evidence-based quality improvement project. To identify the target population, a retrospective
chart review of the electronic medical record (EMR) was conducted. The feasibility study
consisted of a quantitative, comparative, quasi-experimental design to evaluate the impact of
individualized patient education on levels of self-efficacy.

Measurable Outcomes

It was speculated the intervention would increase self-efficacy and knowledge base,
accompanied by a reduction in ASCVD risk. A baseline fasting lipid panel was located within
the EMR and evaluated at the time of implementation. The goal was for a repeat fasting lipid
panel towards the end of the 12-week intervention to assess the impact of enhanced education
and clinical support on lifestyle behaviors. The level of adherence to lifestyle modifications,

particularly diet, has a direct impact on lipoprotein levels.
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Project Setting

The scholarly project was completed at a rural healthcare clinic in central Virginia, which
provides primary care, urgent care, laboratory services, telehealth services, and drug screenings
to patients across the lifespan. During clinical rotations, it was noted that there was a significant
population of patients with either elevated lipoprotein levels or a clinical diagnosis of
hyperlipidemia. A hesitancy among this patient population to initiate pharmacotherapy was also
observed. Patients opted for lifestyle modifications, but there was a notable lack of knowledge,
awareness, and self-efficacy to optimally self-manage this disease process. Authorization for the
scholarly project was provided by the clinic's owner, a nurse practitioner with autonomous
practice privileges (Appendix C). Key stakeholders included the community, primary care
patients, two healthcare providers, the scholarly project chair, and the project leader (the DNP
student).

Target Population

The project leader utilized convenience sampling to identify a target population of 25
potential participants. The eligible participants were chosen at random based on the inclusion
criteria and were asked to participate in the intervention (Appendix G). Twenty of the eligible
participants were contacted by the project leader via email to obtain consent for participation
(Appendix H). Five eligible participants were educated in the clinic by key stakeholders.
Inclusion criteria included adults between the ages of 40 and 79 years old, a clinical diagnosis of
hyperlipidemia and/or elevated serum lipoprotein levels (within the previous three months),
primary care patient of the clinic, and reliable internet connection with access to email.
Exclusion criteria included those without a clinical diagnosis of hyperlipidemia, elevated serum

lipoprotein levels greater than the previous three months, unreliable internet access, and limited
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email access. The quality improvement project was not exclusive to those with a limited

understanding of hyperlipidemia. No preference was given to socioeconomic status, in order to
positively influence participation.
Ethical Considerations

Project participants voluntarily consented to participate in the feasibility study. The
potential risks and benefits were reviewed with each participant and a consent form was
provided. The ethical principles of beneficence (doing good for patients), autonomy (the
patients’ right to make decisions), nonmaleficence (do no harm), and justice (fair distribution of
resources) guided the scholarly project (Melnyk & Fineout-Overholt, 2019). An application was
submitted to the Institutional Review Board (IRB) at Liberty University to ensure ethical
compliance with these principles (Appendix F). Additionally, the project leader and project chair
completed research ethics training to ensure the protection of the rights of human subjects
throughout the research process (Appendix B). All data remained private and confidential.
Potentially identifying information was requested as part of this study, but participant identities
were not disclosed within the final report. Participant information was kept confidential by
replacing names with numbers. Research records were stored securely. Electronic data were
stored on a password-protected computer. Physical data were stored in a locked file cabinet. The
researcher and members of the doctoral committee had access to all collected data. Three years
after the completion of this study, all electronic records will be deleted, and all physical records
will be shredded.
Data Collection

Demographic information was obtained directly from participants in combination with a

retrospective review of the EMR. The pre- and post-questionnaires consisted of subjective
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questions, multiple-choice, true/false questions, fill-in-the-blank questions, and a 4-point Likert

scale (Appendix K). The ASCVD risk calculator was performed, and participants were provided
with a personal ASCVD risk score. Fasting lipid panels were reviewed at the start of the project.
A repeat laboratory analysis was planned towards the end of the 12-week intervention.
Tools

Both face-to-face education and email were utilized to recruit potential participants
(Appendix G). Pre and post questionnaires were created utilizing Survey Monkey. The
associated links were emailed to the project participants to complete. Each questionnaire
consisted of subjective questions, multiple choice, true/false questions, fill-in-the-blank, and a 4-
point Likert scale (Appendix K). A brief outline of education topics, as well as a weekly
schedule, were also emailed to participants (Appendix L). The ASCVD Risk Algorithm
Calculator was utilized to calculate the 10-year risk of ASCVD events, which is the evidence-
based cornerstone of the prevention and clinical management of hyperlipidemia (Appendix I).
Project Intervention

Once eligible participants were identified by either the project leader or key stakeholders,
education was provided on the scholarly project to obtain consent for participation. Participants
were then given a demographic form to fill out, which was then utilized to estimate personal
ASCVD risk. The personal ASCVD risk score was utilized to engage patients actively in shared
decision-making. Analysis of lipoprotein levels was done at the time of implementation, with a
plan to be repeated at week 8. Based on evidence-based guidelines, hyperlipidemia was defined
as LDL levels greater than 160 mg/dl, TC greater than 240 mg/dl, and/or TG greater than 200
mg/dl. A questionnaire was provided during week one and another during week 12 to compare

self-efficacy, knowledge base, and awareness of necessary lifestyle modifications. The education
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portion consisted of 10 PowerPoint modules, which required 10-15 minutes to complete. The

aim was to optimize levels of self-efficacy, which in turn, would increase the sustainability of
lifestyle modifications. The modules were provided during weeks 2-11 and each module focused
on a different evidence-based topic (Appendix L). Awareness of personal ASCVD risk, dietary
improvements, increased physical activity, avoidance of tobacco products, and alcohol
abstinence were identified as the most beneficial lifestyle modifications. Each weekly email also
served as a check-in, providing participants with positive reinforcement and enhanced clinical
support. 12 weeks was identified by the project leader as ample time to improve self-efficacy,
knowledge base, and awareness.
Scholarly Project Timeline

The Scholarly Project Timeline was developed to identify, track, and estimate completion
dates of key milestones throughout the quality improvement process. The scholarly project
process was completed sooner than was projected. The data collection and analysis were
completed before the estimated completion date. The editing process was also significantly faster
than anticipated, resulting in an earlier defense date.
Table 1

Scholarly Project Timeline

Action item Anticipated completion date

Permission to use the lowa Model January 21, 2024
of Evidence-Based Practice to
Promote Quality Care

Identify area for quality February 11, 2024
improvement/develop a plan

Obtain permission from the February 19, 2024
project site
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Complete CITI Training
Scholarly proposal defense
with chair

Obtain IRB approval

Educate clinic staff/identify the
target population

Recruit

participants/educate/obtain
informed consent

Implement intervention

Provide weekly patient education
and enhanced clinical support

Data analyses/dissemination of
results/evaluation of outcomes

Send the final copy of the paper
to the editor

Complete scholarly project
PowerPoint

Obtain approval from the project
chair/schedule defense

Scholarly project defense

Submit to Scholar’s Crossing for
publication

February 20, 2024

April 12, 2024

April 19, 2024

April 26, 2024

May 3, 2024

May 6, 2024

May 6-July 22, 2024

July 29, 2024

July 30, 2024

August 5, 2024

August 13, 2024

August 19, 2024

August 26, 2024

29

Feasibility Analysis

The site of the scholarly project incurred no extra expenditure. The project work was

completed by the project leader as part of the doctoral degree requirements. The key stakeholders
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invested their valuable time, providing the project leader with oversight and guidance throughout

the project. The laboratory analysis of lipoprotein levels was performed as part of the standard of
care to monitor the participants’ health conditions. The project leader utilized a personal
computer for electronic activities related to the project. The clinic provided access, at no
additional cost to them, to the EMR.
Data Analysis

Descriptive statistics were utilized to summarize the collected data qualitatively. It was
planned for inferential statistics to be used to compare quantitative data to determine if the
clinical question was sufficiently answered. It is important to note that completion data were
limited to qualitative data. One participant completed the questionnaire at the end of the
intervention period. None of the project participants returned to the clinic for repeat laboratory
analysis of the lipid panel. It was determined that a statistician did not need to be consulted for
statistical analysis, as only one participant fulfilled the completion requirements.
Self-Efficacy

Asking participants about their compliance with lifestyle modifications helped to assess
their adherence level. Levels of self-efficacy were measured among the participants using a self-
reported questionnaire. A 4-point Likert scale was developed to assess self-efficacy at baseline
and completion (1 = High, 2 = Moderate, 3 = Minimal, 4 = No knowledge). Fill-in-the-blank
questions were utilized to assess adherence to lifestyle modifications. Baseline and completion
results were compared to evaluate changes in the belief of the ability to adhere to lifestyle
behavior changes (Appendix K). Changes in lifestyle behaviors are the evidence-based first-line
therapy in the clinical management of hyperlipidemia. The results of this study will aid in

illustrating the role self-efficacy plays in adherence to necessary lifestyle modifications.
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Knowledge Base

To increase levels of self-efficacy participants must first be properly educated and
empowered. Patient-centered education was provided over a period of 12 weeks. A 4-point
Likert scale was developed to assess knowledge at both baseline and completion (Appendix K).
Multiple-choice questions, consisting of one correct answer and three incorrect answers, were
utilized to assess for changes in the knowledge base.

ASCVD Risk Score

Statistical analysis was performed to calculate the 10-year ASCVD risk estimation at the
start of the project (Appendix I). The ASCVD risk score was shared with participants during
week 1 to enhance awareness of the personal risk of developing heart disease or stroke within 10
years. None of the project participants returned to the clinic for repeat laboratory analysis of the
lipid panel, which hindered efforts to provide participants with a repeat ASCVD risk assessment.
Fasting Lipid Panel

A baseline fasting lipid panel was analyzed at the start of the project. Repeat analysis
near completion was planned, but not performed. One participant underwent repeat laboratory
analysis after the 12-week intervention period. The remaining participants opted to not have
repeat laboratory analyses. An individual’s level of self-efficacy is directly impacted by
performance outcomes, highlighting the importance of providing project participants with a
comparison of their results (Bandura, 1977).

Section Four: Results

Twenty-five eligible participants were contacted, with 16 individuals responding (= 64%

response rate). Nine people opted not to respond. Of the 16 responses received, nine individuals

were unable to participate due to time constraints, one individual responded stating they were not
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interested in education, and one individual was out of town on vacation. One eligible participant

signed a consent form but failed to return the demographic form by the deadline and was
subsequently dropped from the study. Five out of the 16 potential participants signed a consent
form and completed the demographic data form, which equates to a participation rate of 31%.
One participant returned the completion data, indicating a completion rate of 20%.
Participant Characteristics

The mean age of the participants was 45.6 years (range 31-48). Most of the participants
were female (80%, n = 4), Caucasian (80% n = 4), and obese (80%, n = 4). All had a clinical
diagnosis of hyperlipidemia. The average initial test score of 60% increased to 100% at the end
of the project. It is important to note that the statistical significance was skewed related to the
decreased sample size at the end of the project.
Descriptive Statistics

Descriptive statistics were utilized to summarize the baseline data. The mean cholesterol
levels at baseline were as follows: TC = 233, TG = 190.8, HDL = 61.6, and LDL = 138. The
mean diastolic blood pressure was 128.8, with a mean systolic blood pressure of 79.4. One
participant (20%) was taking an anti-hypertensive. All participants denied a history of smoking,
diabetes mellitus, use of a statin medication, and use of aspirin. The mean ASCVD risk score
was 4.16, indicating a low risk of developing a heart attack or stroke within the next 10 years
(Appendix I).
Measurable Outcomes

Only one participant completed the questionnaire at the end of the project. The study
completion rate was 20%; therefore, comparing baseline and completion data was significantly

limited. It was determined that the sample size prevented inferential statistical analysis. In this
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case, descriptive statistical analysis of completion data was more meaningful. A t-test would

have been beneficial in comparing outcomes to determine statistical significance, but there was a
lack of quantitative data for sufficient analysis.
Self-Efficacy

The theoretical framework confirms that one’s level of self-efficacy has a direct impact
on the adaptation of sustainable lifestyle modifications (Bandura, 1977). Data from the literature
review was also incorporated to demonstrate the relationship between levels of self-efficacy and
sustainable lifestyle modifications (Tan et al., 2021). At the start of the study, 60% of
participants believed cholesterol was a serious health condition and 40% of participants did not.
100% of the participants agreed that lifestyle behavior changes were necessary to manage their
hyperlipidemia, with 20% reporting they had made the necessary changes. 20% of the
participants reported a low level of self-efficacy. Patient-centered education and enhanced
clinical support demonstrated an increase in the level of self-efficacy from “minimal” to “high.”
One participant noted, “I will admit that the last 4 weeks have scared me straight. Seeing how
cholesterol actually affects my body as a whole. I really enjoyed week 5 (self-management
behaviors) and have been making some pretty big changes to my diet as well as doing daily
exercise”.
Knowledge Base

There was a 100% completion rate for the pre test and a 20% completion rate for the post
test. The baseline knowledge of hyperlipidemia was low at 50%. At completion, the knowledge
base increased to 100%. Self-reported knowledge of a heart-healthy diet increased from “eating

more Cheerios” to “incorporating a Mediterranean-style diet”. It was also self-reported that the
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intervention increased knowledge of hyperlipidemia: “The more I learn, the less scary the whole

thing feels”.
ASCVD Risk Score

An updated ASCVD risk score was unable to be evaluated. Awareness of personal risk
for heart disease and stroke was beneficial, as noted by one participant: “Thank you so much for
sharing all of this with me! It has really helped me navigate through this High Cholesterol
Journey”.
Fasting Lipid Panel

Statistical analysis of changes in lipoprotein levels was unable to be performed, as the
participants opted against repeat laboratory analysis.

Section Five: Discussion

The economic burden associated with cardiovascular disease represents a major challenge
for primary care providers. Primary care providers are in a unique position to support self-
efficacy and facilitate adherence to lifestyle behavior changes (Dineen-Griffin et al., 2019). The
2019 ACC/AHA lipid guidelines reflect the complexity of the clinical management of
hyperlipidemia (Reiter-Brennan et al., 2020). The ACC/AHA (2019) guidelines recommend
integrating patient-centered education and shared decision-making to meet the individual needs
of each patient (Reiter-Brennan et al., 2020). Treatment recommendations should be based on
personal ASCVD risk for maximum benefit (Reiter-Brennan et al., 2020). Evidence-based
lifestyle modifications are evidence-based first-line treatment recommendations (Reiter-Brennan
et al., 2020; Shin et al., 2020; Su et al., 2021). Poor adherence to lifestyle modifications can
contribute to disease progression. This is concerning given the elevated risk of serious ASCVD

events associated with untreated hyperlipidemia (Reiter-Brennan et al., 2020).
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Implications for Practice

Despite the lack of statistical significance, the study intervention is of clinical and
practical importance to the clinic, as well as to the community. It is well-established that patient-
centered education has a direct impact on adherence to lifestyle modifications (Reiter-Brennan et
al., 2020; Shin et al., 2020; Su et al., 2021). Self-efficacy has recently been recognized in nursing
research as a critical factor for the sustainment of necessary lifestyle modifications. Patients of
lower economic status with cardiovascular disease, such as the population served by the clinic,
have poorer health outcomes (Tanguturi et al., 2020). Providing patient-centered education and
enhanced clinical support is a cost-effective approach to improving health outcomes. The health
risks related to hyperlipidemia are cumulative and evidence shows enhanced clinical support
leads to improvements in health outcomes and reduces the economic impact associated with
chronic diseases, such as hyperlipidemia (Dineen-Griffin et al., 2019). Promoting self-efficacy
can be integrated into routine clinical practice, facilitating a patient-centered approach and
shared decision-making (Dineen-Griffin et al., 2019).

Project Limitations

Most notably, the study findings would have been more statistically significant with a
larger sample size. The sample size also limited the general population's representation,
adversely impacting the study findings' generalizability. A lack of compliance among
participants also contributed to limited statistical analysis. Offering an incentive for participation
could have increased participation and compliance. Systematic bias was intentionally introduced
into the study design by the project leader. Study findings were limited to those with a clinical
diagnosis of hyperlipidemia or elevated lipoprotein levels, which limited the generalization of

findings. Self-selection bias limited the use of data collected.
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Sustainability

The study intervention would be simple for the clinic to sustain, as it is low-cost and low-
risk for both the community served and the clinic. Primary care providers are often the primary
point of contact for patients, which creates ample opportunities for sustainable changes to the
model and delivery of patient care (Dineen-Griffin et al., 2019). Key stakeholders are motivated
to embrace evidence-based practice changes. Discussions with key stakeholders aided in
garnering buy-in for integration and continued use of the educational materials.

Dissemination Plan

An informal discussion was held with key stakeholders to share the study findings. There
are plans in place to develop an informational flyer, based on the study findings, to distribute to
patients within the clinic. This will aid in increasing awareness of the clinical significance of
hyperlipidemia, knowledge base, and self-efficacy, all of which have demonstrated promising
results in improving adherence to lifestyle modifications and personal ASCVD risk reduction.
The study findings can also be utilized as the basis for additional studies related to self-efficacy
and adherence to lifestyle modifications. An application has been filed to present the project at
the Virginia Council of Nurse Practitioners Annual Conference, which is scheduled for March
26-29, 2025.

Conclusion

Hyperlipidemia is among the most common chronic conditions diagnosed and treated in
primary care. Professional guidelines highlight the fundamental role of lifestyle modifications in
ASCVD risk reduction. Research has firmly established a correlation between self-efficacy and
sustainable lifestyle modifications. The lack of knowledge and awareness of hyperlipidemia

among primary care patients signaled the need for enhanced patient education to improve self-
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efficacy. Levels of self-efficacy, knowledge base related to hyperlipidemia, and ASCVD risk

score all play a critical role in adherence to appropriate treatment recommendations. Patient-
centered education and enhanced clinical support can significantly increase self-efficacy, thereby
increasing adherence to evidence-based lifestyle modifications to decrease ASCVD risk.
Treatment recommendations should be based on personal ASCVD risk scores and customized to

patient preferences, paying close attention to socioeconomic factors to maximize benefit.
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quality health care. s pleased to support Kelly Caniglia’s Scholarly
project: Hyperlipidemia Educalion to Increase Awareness of Atherosclerotic Risk Factors and
Reduce Cardiovascular Risk. Feel free to contact me if I can be of further assistance.

55



HYPERLIPIDEMIA EDUCATION

56
Appendix D

Permission to use the lowa Model of Evidence-Based Practice to Promote Quality Care

From: | - University of lowa Hospitals and Clinics—l
I

To: Caniglia, Kelly L‘nn

You don't often get email from |G <2 Why this is important

[ EXTERNAL EMAIL: Do not click any links or open attachments unless you know the sender
and trust the content. ]

You have permission, as requested today, to review and/or reproduce The lowa Model Revised:
Evidence-Based Practice to Promote Excellence in Health Care. Click the link below to open.

lowa Model - 2015.pdf

Copyright is retained by University of lowa Hospitals and Clinics. Permission is not granted for placing on
the internet.

Reference: lowa Model Collaborative. (2017). lowa model of evidence-based practice: Revisions and
validation. Worldviews on Evidence-Based Nursing, 14(3), 175-182. doi:10.1111/wvn.12223
In written material, please add the following statement:
Used/reprinted with permission from the University of lowa Hospitals and Clinics, copyright 2015.
For permission to use or reproduce, please contact the University of lowa Hospitals and Clinics at
319-384-9098.
Please contact UIHCNursingResearchandEBP@uiowa.edu or 319-384-9098 with questions.




HYPERLIPIDEMIA EDUCATION

Appendix E




HYPERLIPIDEMIA EDUCATION

Appendix F

Institutional Review Board Approval

LIBERTY UNIVERSITY.

INSTITUTIONAL REVIEW BOARD
April 23, 2024

Kelly Caniglia
Debra Maddox

Re: IRB Application - IRB-FY23-24-1753 HYPERLIPIDEMIA EDUCATION: ENHANCING PATIENT EDUCATION
AND SELF-MANAGEMENT BEHAVIORS TO IMPROVE PATIENT OUTCOMES IN A RURAL CLINIC SETTING

Dear Kelly Caniglia and Debra Maddox,

The Liberty University Institutional Review Board (IRB) has reviewed your application in accordance with the Office
for Human Research Protections (OHRP) and Food and Drug Administration (FDA) regulations and finds that your
study does not meet the definition of human subjects research. This means you may begin your project with the
data safeguarding methods mentioned in your IRB application.

Decision: No Human Subjects Research

Explanation: Your project is nol considered human subjects research because evidence-based practice projects are
considered quality improvement activities, which are not “designed to develop or contribute to generalizable
knowledge™ according to 45 CFR 46.102(1).

Please note that this decision only applies to your current application. Any modifications to your protocol must be
reported to the Liberty University IRB for verification of continued non-human subjects research status. You may
report these changes by completing a modification submission through your Cayuse IRB account.

For a PDF of your IRB letter, click on your study number in the My Studies card on your Cayuse dashboard. Next,
dlick the Submissions bar beside the Study Details bar on the Study Details page. Finally, click Initial under
Submission Type and choose the Letters tab toward the botiom of the Submission Detalls page.

Also, although you are welcome to use our recruitment and consent templates, you are not required to do so. if you

choose to use our documents, please replace the word research with the word project throughout both documents.

If you have any guestions about this determination or need assistance in determining whether possible modifications
to your protocol would change your application’s status, please email us at rb@hberty.edu.

Sincerely,
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Appendix G

Scholarly Project Participant Recruitment
Hello [Potential Participant],

As a doctoral candidate in the School of Nursing at Liberty University, | am conducting a quality
improvement project on cholesterol education as part of the requirements for a doctoral degree.
The purpose of my project is to teach patients with high cholesterol levels to actively identify
challenges and solve problems associated with their chronic illness. I would like to invite you to
join my project. Participants in my project must be a primary care patient of
at least 20 years of age, diagnosed with either hyperlipidemia (high cholesterol levels) or recent
lab results indicating any form of high cholesterol. You must also have access to a reliable
internet connection and email. Participating in this project is voluntary. Are you at least 20 years
of age, diagnosed with either hyperlipidemia (high cholesterol levels) or recent lab results
indicating any form of high cholesterol? Do you have access to a reliable internet connection and
email?

. [“Yes” response:] Participants will be asked to take anonymous pre-and post-tests and
participate in several online group meetings. It should take approximately 5 minutes each for the
pre-and post-tests and 45 minutes for the educational sessions. The project will take 12 weeks to
complete. Some identifying information will be requested for this project, but participant
identities will not be disclosed.

. [“No” response:] Unfortunately, you do not meet my participant criteria. Thank you for
your valuable time.

Would you be interested in participating in my project?

. [“Yes” response:] Great, could I get your email address to send you the consent form?
. [“No” response:] I understand. Thank you for your time.

A consent form containing additional information about my project will be emailed to you two
weeks before the start of the education sessions. If you choose to participate, you must sign the
consent document and return it to me via email within one week. Thank you for your time. Do
you have any questions?
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Appendix H

Consent for Participation in Scholarly Project

Principal Investigator: Kelly L. Caniglia, MSN, RN, CNOR, FNP/DNP Candidate, School of
Nursing, Liberty University

Please read this entire form and ask questions before deciding whether to consent to participate
in this project voluntarily. You are invited to participate in a quality improvement project at

To participate, you must be a primary care patient of the clinic, at least
21 years of age, diagnosed with either hyperlipidemia (high cholesterol levels) or recent lab
results indicating high cholesterol. You must have access to a reliable internet connection and
email. Participating in this project is voluntary. If you decide to participate, you are free to not
answer any questions or withdraw at any time

What is the project about and why is it being done?

The project aims to provide patient education and increased clinical support to raise awareness of
hyperlipidemia (high cholesterol levels), including the disease process, consequences, and risk
factors of untreated hyperlipidemia. Healthy lifestyle choices and updated treatment
recommendations will be reviewed to identify challenges associated with chronic illness actively.

What will happen if you take part in this project?

This project is anticipated to take 12 weeks to complete. If you agree to be an active participant
in this project, you will be asked to do the following:

1. Complete a brief pre-test questionnaire before the start of the educational sessions, which
should take no longer than five minutes. You will receive an educational handout, which will be
emailed to you. You will also be provided with a summary of educational topics. This process
should take no more than five minutes.

2. Ten online educational sessions will be provided on hyperlipidemia, the consequences of
untreated hyperlipidemia, risk factors, and updated treatment options. These sessions are
anticipated to last about 10-15 minutes. If you miss more than 2 educational sessions, you will be
withdrawn from the project

3. During the final week, you will be emailed a post-test to complete and return via email.
This should take no longer than five minutes.

How could you or others benefit from this project?

If you choose to participate in this project, you will have the opportunity to learn about
hyperlipidemia and its treatment, which you would not receive if you did not participate. The
direct benefits participants should expect from participating in this project include increased
awareness of risk factors, increased knowledge of hyperlipidemia, healthy lifestyle habits,
updated treatment options/recommendations, and awareness of individual challenges. Benefits to
society include improved health of individuals, knowledge of the impact of healthy lifestyle
choices, and awareness of updated treatment recommendations.
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Appendix H (continued)

What risks might you experience from being in this project?
The potential risks from participating in this project are minimal, which means they are equal to
the risks you would encounter in your everyday life. There are no anticipated risks.

How will your personal information be protected?

Records will be stored securely. Electronic data will be stored on a password-locked computer.
Physical data will be stored in a locked file cabinet. The researcher and members of her doctoral
committee will have access to all the collected data. Any information that could potentially
identify you will be removed. Three years after the completion of this study, all electronic
records will be deleted, and all physical records will be shredded.

What should you do if you decide to withdraw from the project?

You may skip any question on the questionnaires if you choose not to answer them. If you
choose to withdraw from the project, please contact the project leader using the email address
provided. Should you withdraw, the data collected will be destroyed and not included in this
study.

Whom do you contact if you have questions or concerns about the project?
The researcher conducting this study is Kelly Caniglia. You may contact her at

Eu may also contact the faculty sponsor, Dr. Debra Maddox, at

Whom do you contact if you have questions about your rights as a project participant?
If you have any questions or concerns regarding this project, you are encouraged to contact the
Institutional Review Board,

S nd the email address is
Disclaimer: The Institutional Review Board (IRB) ensures that human subjects research will be

245350 The phone number i

conducted ethically as defined and required by federal regulations. The topics covered, and
viewpoints expressed or alluded to by student and faculty researchers are those of the researchers
and do not necessarily reflect the official policies or positions of Liberty University.

By signing this document, you agree to participate in the quality improvement project. You will
be given a copy for your records, and the project leader will keep a copy of the consent form
with the study records.

| have read and understood the above information, asked questions, and received answers. |
consent to participate in this doctoral scholarly project.

Printed Name of Study Participant

Signature & Date
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Appendix K

Questionnaires
Study Participant Demographic Information

Please do NOT disclose personal information (i.e., name and date of birth). Please fill in your
responses and email this form back to me at

The information collected from your medical records includes your most recent blood pressure
readings and cholesterol levels. It is being collected to evaluate your 10-year risk of a serious
cardiovascular event (e.g., stroke, heart attack, peripheral artery disease). The results will be
emailed to you during the first educational sessions.

Age:
Race:
Ethnicity:
Gender:

1. Do you have a history of diabetes? Yes or No
2. Do you have a history of high blood pressure? Yes or No

a. If yes, are you currently taking any blood pressure medication?
3. Are you a current smoker? Yes or No

4. Are you currently taking a statin (cholesterol medication) to lower your cholesterol
levels?

a. YesorNo

b. Do you have any concerns about cholesterol-lowering medications?
5. Are you currently taking aspirin? Yes or No
6. Do you have a family history of high cholesterol? Yes or No
7. How knowledgeable do you think you are about cholesterol?

a. 1.High 2. Moderate 3. Minimal 4. No knowledge

8. On average, how many hours of physical activity do you get a week?
9. What does a “heart-healthy diet” mean to you?

10. Your cholesterol level is a result of your diet and physical activity level.
True or False?

11. How knowledgeable do you think you are about cholesterol?
i. 1.High 2. Moderate 3. Minimal 4. No knowledge
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12. On average, how many hours of physical activity do you get a week?

13. What does a “heart-healthy diet” mean to you?

14. If applicable, have you decided to take cholesterol medications as ordered?

15. Do you feel motivated and capable of making lifestyle changes, such as diet and physical
activity?

16. What changes, if any, have you made?

Pre-Test (https://www.surveymonkey.com/r/DSYYWR3)

1. Total cholesterol levels should be?

N

a.
b.
C.
d.

Less than 100 mg/dL
Less than 150 mg/dL
Less than 200 mg/dL
Less than 250 mg/dL

Which type of cholesterol is associated with an increased risk of heart disease?

HDL cholesterol

Trans fat cholesterol
Saturated fat cholesterol
LDL cholesterol

3. What is a common cause of high cholesterol levels?

a.
b.
C.
d.

Lack of physical activity
Consuming foods high in saturated and trans fats
Genetics

Age

4. What health risks are associated with high cholesterol?

a.
b.
C.
d.

Formation of blood clots, increasing the risk of heart disease and stroke
Increased risk of diabetes, increasing the risk of sudden death
Decreased risk of heart disease, reducing the risk of complications

Formation of plaque in the arteries, increasing the risk of heart disease and stroke

5. What is the main function of cholesterol in our body?
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Regulation of blood sugar levels and insulin production
Production of hormones, vitamin D, and bile acids
Formation of red blood cells and oxygen transportation

Maintenance of bone health and calcium absorption

6. What is most effective in lowering your cholesterol levels?

a.
b.
C.
d.

Diet changes
Increased physical activity
Medications

All of the above

7. Where does the cholesterol in your bloodstream come from?

a.
b.
C.
d.

The foods you eat
It is made in the liver
It is controlled by genetics

All of the above

8. Triglyceride levels should be?

a.
b.
C.
d.

Less than 100 mg/dL
Less than 150 mg/dL
Less than 200 mg/dL
Less than 250 mg/DL

66

9. Taking cholesterol-lowering medications means you don't have to make changes in your

life.

a.
b.

True

False

10. Do you think high cholesterol is a serious health condition?

a.
b.

Yes
No
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Post-Test (https:/www.surveymonkey.com/r/DSNVM8W)

Total cholesterol levels should be?
a. Less than 100 mg/dL
b. Less than 150 mg/dL
c. Less than 200 mg/dL
d. Less than 250 mg/dL
Which type of cholesterol is associated with an increased risk of heart disease?
a. HDL cholesterol
b. Trans fat cholesterol
c. Saturated fat cholesterol
d. LDL cholesterol
What is a common cause of high cholesterol levels?
e. Lack of physical activity
f. Consuming foods high in saturated and trans fats
g. Genetics

h. Age

. What health risks are associated with high cholesterol?

a. Formation of blood clots, increasing the risk of heart disease and stroke

b. Increased risk of diabetes, increasing the risk of sudden death

c. Decreased risk of heart disease, reducing the risk of complications

d. Formation of plaque in the arteries, increasing the risk of heart disease and stroke
What is the main function of cholesterol in our body?

a. Regulation of blood sugar levels and insulin production

b. Production of hormones, vitamin D, and bile acids

c. Formation of red blood cells and oxygen transportation

d. Maintenance of bone health and calcium absorption
What is most effective in lowering your cholesterol levels?

a. Diet changes

b. Increased physical activity
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11.

12.

13.

14.
15.
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c. Medications

d. All of the above
Where does the cholesterol in your bloodstream come from?
a. The foods you eat
b. It is made in the liver
c. lItis controlled by genetics
d. All of the above
Triglyceride levels should be?
a. Less than 100 mg/dL
b. Less than 150 mg/dL
c. Less than 200 mg/dL
d. Less than 250 mg/DL

Taking cholesterol-lowering medications means you don't have to make changes in your
life.

a. True
b. False
Do you think high cholesterol is a serious health condition?
a. Yes
b. No

How knowledgeable do you think you are about cholesterol?

a. 1.High 2. Moderate 3. Minimal 4. No knowledge

b. Has your knowledge of cholesterol increased as a result of the educational
sessions?

On average, how many hours of physical activity do you get in a typical week?
What does a “heart-healthy diet” mean to you?
If applicable, have you decided to take cholesterol medications?

Do you feel motivated and capable of making lifestyle changes, such as diet and physical
activity? What changes, if any, have you made?
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Appendix L

Cholesterol Education Outline

Pre-test & demographic data will be collected
Week 1: Knowledge Pre-Check
Week 2: Understandmg Your Overview of modifiable risk factors & personal
ASCVD Risk risk for developlng heart disese
Week 3: Understandmg Overwew of cholesterol, |nclud|ng
Hyperl|p|dem|a pathophysmlogy
Week 4: Understandmg Overwew of health consequences of hlgh
AtherosclerOS|s Cholesterol
Week 5: Self- Management ReV|ew of self-care, barriers to self-care, self-
Behawors efficacy, & accountability
Week 6: Evidence-Based L|festyle Llfestyle changes are the first step in lowering
Mod|f|cat|ons cholesterol levels
The Mediterranean diet focuses on consumptlon :
Week 7: Mediterranean Diet of plant based proteins to lower cholesterol
Week 8: Pharmacolog|cal Various medications have been developed to
Management help lower cholesterol levels
Medicinal plants & herbals have shown promising
Week 9: Alternative Treatments results agalnst the effects of high cholesterol >
Common myths & facts related to hlgh :
Week 10: Common Myths & Facts cholesterol
Week 11: Understandmg Heart Overall well- belng & functioning of the heart
Heauh
Week12 Post-Test Educatlon evaluation; feedback :






